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Abstract – Introduction. Palliative care is the care of end-of-life 
patients. It is specialist medical care where both the body and 
soul find help. In the face of suffering, hospice staff participate in 
the "mystery" of human passing. Palliative care involves suppor-
ting both the patient and their relatives in the last phase of the 
disease, as well as in life. All these activities must be subject to 
full ethical rules of conduct. 
Aim of the study. The aim of the study was to present the role of 
medical personnel in palliative care of patients, taking into ac-
count bioethical principles. 
Selection of materials. The search was conducted in the Scopus 
database using the terms ethics/bioethics, palliative care, profes-
sional tasks of a nurse 1991-2018. The literature found in the 
Google Scholar database was analysed in terms of the highest 
number of citations. Such selected literature was used as a materi-
al for the preparation of the present paper. 
Conclusions. It is the primary responsibility of the medical staff 
to listen to the patient. When the disease progresses and medicine 
becomes helpless, the patient faces inevitable death. This leads to 
difficult conversations about death and dying. 
 
Key words - palliative medicine, professional tasks of medical 
staff, bioethical requirements. 
 
Streszczenie – Wprowadzenie. Opieka paliatywna to opieka nad 
pacjentami będącymi u schyłku życia. To specjalistyczna opieka 
medyczna, gdzie pomoc znajduje zarówno ciało jaki i dusza. 
Stykając się z cierpieniem, personel hospicyjny uczestniczy w 
„misterium” odchodzenia człowieka. Opieka paliatywna zakłada 
wspieranie zarówno osoby chorej, jak i jej bliskich w ostatniej 
fazie choroby, a zarazem życia. Wszystkie te działania muszą być 
objęte pełnymi zasadami etycznego postępowania. 
Cel pracy. Celem pracy było przedstawienie roli personelu 
medycznego w opiece paliatywnej nad pacjentem przy 
uwzględnieniu zasad bioetycznych. 
Dobór materiału. Poszukiwania przeprowadzono w bazie Scopus 
używając pojęć etyka/bioetyka, opieka paliatywna, zadania 
zawodowe pielęgnirki   1991-2018r. Znalezione piśmiennictwo w 
bazie Google Scholar przeanalizowano pod kątem największej 
liczby cytowań. Tak wyselekcjonowane piśmiennictwo posłużyło 
za materiał do opracowania niniejszej pracy.  
Wnioski. Podstawowym obowiązkiem personelu medycznego jest 
wysłuchanie chorego. Kiedy choroba postępuje, a medycyna staje 
się bezradna, chory staje w obliczu nieuchronnej śmierci.  
 
Taki stan rzeczy prowadzi do trudnych rozmów na temat śmierci i 
samego umierania. 
 
Słowa kluczowe – medycyna paliatywna, zadania zawodowe 
personelu medycznego , wymogi bioetyczne.  
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I. PALLIATIVE CARE NURSE 
 
he work of a nurse in a palliative care unit is very diffi-
cult. Daily contact with the perspective of death, with 
one's own powerlessness and inability to change the 
patient's situation is often connected with a sense of frustra-
tion, asking oneself many questions about the meaning, 
world and life. One of the most difficult problems is the 
omnipresent among sick people suffering, expressed not 
only in unpleasant somatic sensations, but also reflected in 
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the world of patient's experiences, in his emotional and 
spiritual view of the world and life.  Meeting a patient in a 
hospice should always be a relationship between two peo-
ple, which aims to improve the current state of functioning 
of the sick person, his being here and now. The end of 
causal treatment is not synonymous with the end of life, this 
life lasts, and the patient has a chance for a certain confron-
tation, a summary of his whole existence, and sometimes 
finding the true sense of life. 
Palliative care is the care of end-of-life patients. It is 
specialist medical care where both body and soul find 
help.[1-5] 
Faced with suffering, hospice staff participate in the 
"mystery" of the passing of man. Palliative care involves 
supporting both the sick person and their relatives in the 
final phase of their illness and life at the same time. Being 
one of the last, or perhaps the last, people to meet in life is 
a special gift for those who take care of patients, but also a 
task. By opening oneself to communication with the 
patient, to his world, by learning about his life history, one 
draws wisdom from his experiences and learns from him 
[1,6].jego historię życia, czerpie się mądrość z jego 
doświadczeń, uczy się od niego [1,6]. 
However, as people known to patients at the end of their 
lives, the staff also have a responsibility to them. Not only 
must take care of physical comfort, focus on eliminating 
annoying ailments, take care of the patient, but also should 
take care of mental and spiritual comfort, fulfilling his 
needs and possible dreams. Sometimes a nurse in a 
palliative ward is not only important for a patient, but can 
become everything, the whole world. 
The care of dying patients is special care, it is a school that 
teaches people how to become human. Noticing the needs 
of the sick person, talking to him/her, reading signals 
proves the necessity of having and continuous learning 
sensitivity.  
Talking to dying people is not easy, but only through 
them, through real, open contact can you gain extraordinary 
wisdom, indelible memories, and sometimes - a Friend. 
Palliative care, in order to be properly planned, requires 
reliable work organisation and effective communication in 
solving medical and moral problems. The possibility of 
achieving high quality interdisciplinary care is a medical 
team. In palliative care nursing, it is important to provide 
physical and spiritual care and constantly strive to improve 
the quality of life of the patient. [1,4,6] 
The European Association for Palliative Care-EAPC po-
ints out that palliative care education should be part of the 
basic curriculum for doctors and nurses, and that medical 
staff should know its basic principles and follow them in 
their daily practice. 
 The EAPC separates the level of palliative care, in which 
we distinguish two levels [7]. 
The undertaking of activities aimed at achieving the goal 
set before the beginning of therapy is defined as treatment. 
This goal includes the aim of regaining health, prolonging 
life or reducing suffering. Their implementation requires 
taking various steps depending on the disease and the seve-
rity of the disease. At this point, ethical dilemmas begin to 
come to the fore [33]. 
The World Health Organization's definition of modern 
palliative care states that "palliative care is an approach 
that improves the quality of life of patients and their fami-
lies when confronted with a life-threatening problem, by 
preventing and alleviating suffering, by early identification 
and treatment of pain and other physical, psychosocial and 
spiritual problems". [41]. 
 According to this definition, end-of-life care is not limi-
ted to combating pain and alleviating disease-related ail-
ments, but, with a view to improving the quality of life, also 
involves psychological, spiritual and social support, as well 
as support for the patient's relatives. 
The World Health Organisation sets standards for the 
pharmacological treatment of pain. According to these 
standards, analgesics should be used orally if possible, at 
regular intervals (the dosage results from the properties of 
the drug) and in accordance with the principles of the anal-
gesic ladder (step of the ladder = degree of pain intensity) 
[33]. 
The beginnings of hospice movement in the world date 
back to the turn of the 1960s and 1970s. The first modern 
hospice was established in 1967 in London on the initiative 
of the English nurse Cicely Saunders. Before the palliative 
care system was introduced for good, many patients died 
without proper medical and psychological care [10]. 
The emphasis that Saunders placed on improving the qu-
ality of care for dying people in its activities started to be 
focused on symptom control and support for the patient.7 
The aim of the project was to improve the quality of care 
for the dying people, which resulted in the emphasis on 
symptom control and support for the patient.7 
The care provided in the institution was called hospice 
care [33]. In Poland, palliative care was developed in the 
early 1980s [27]. In 1981, the Society of Friends of the 
Sick - Hospice was established in Kraków, which is the 
first institution of this kind in Poland. Attention to the pro-
blem of dying among people suffering from cancer forced 
the medical community to take specific measures to regula-
te the provision of care at the end of life, by improving the 
quality of life of people in terminal states. 
For fully professional nursing care, both medical and spi-
ritual, palliative care has been created. The nurse plays a 
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very important role in this care because she is the closest to 
the patient. It helps to prepare the patient and his family for 
death. 
In order to ensure proper care during the period of death, 
several factors are important. First of all, it is important to 
recognise the first symptoms and symptoms that indicate 
that the patient is dying. They are most commonly observed 
24 to 72 hours before death. During this time, patients 
experience a gradual general weakening and decrease in the 
life activity of the patient caused by functional disorders 
important for the proper functioning of organs and disor-
ders of consciousness. In the final stages of the disease, 
there is a sudden and rapid deterioration of health. 
In cancer patients, symptoms and continuous deterioration 
of health are prolonged over time, and death is diagnosed 
by observation of the following symptoms: continuous we-
akness, lack of consciousness, problems with swallowing, 
changes in appearance, loss of sphincter control, subjective 
signals of the patient. The above mentioned symptoms do 
not always occur because the mechanism of dying is a very 
individual process. Patients may die suddenly, e.g. due to 
cardiac arrhythmias [4,6,7]. 
 The second activity is to assess the possibility of annoy-
ing symptoms and discomfort in the patient. In cases where 
the patient has consciousness disorders or difficulties in 
articulating, special attention should be paid to non-verbal 
signals sent by the patient, thus trying to tell him/her what 
is wrong. One of the most common symptoms in patients is 
pain. 
Many patients who are aware of their condition fear that 
their upcoming death will cause them severe pain. If treated 
correctly in earlier stages of the disease, pain should not 
cause more pain in the last hours of life. The essence is 
perceptiveness and insightful observation of the patient's 
behavior and interpretation of non-verbal signals sent by 
the patient. Many other symptoms may appear in patients 
depending on the diseases they suffer from: weakness, dys-
pnoea, vomiting, nausea, incontinence or urinary retention, 
constipation, etc. The most common symptoms are: we-
akness, dyspnoea, vomiting, nausea, incontinence, consti-
pation, etc. 
 Palliative care is care in anticipation of death; it is time 
to live our days with dignity and prepare for death. Dying is 
a difficult and unpleasant event for everyone. Patients have 
the right to express their wishes and requests about their 
death, which medical staff should listen to and, as far as 
possible, the medical staff should encourage them to talk, 
express their needs and feelings. Aware of their own dying, 
patients speak openly about it or take a defensive attitude in 
the form of displacement of this fact from their consciou-
sness. The role of the nurse is in each case to deal with the 
subject of death with the patient [1,2,7,8,9]. 
 Palliative care also means caring for the family and rela-
tives of the dying person. The patient's loved ones are in 
despair, and they also need psychological support from a 
nurse. The response to news of a deteriorating state of he-
alth or imminent death can vary - disbelief, repression, de-
spair, desire to fight for life at all costs. Because the nurse 
is the person who spends the most time with the patient and 
his or her family, it is the responsibility of the nurse to pre-
pare him or her for death [3,4,7]. 
The explicitly stated purpose of palliative care has made 
it possible to identify the essential features of palliative 
care, which are reflected in this definition. According to 
Beauchamp T. L. and Childress J. F., there are four basic 
bioethical principles on which palliative care is based 
[3,4,7,10]: 
 Principle of respect for the autonomy and dignity of 
the sick person: expressed through respect for the 
decision of the sick person. This means accepting 
his will and the rights to which he is entitled, since 
everyone can act according to his own will. The 
principle of respect for the autonomy of the sick 
person is to enable the patient to have access to 
information about his health, prognosis, etc. The 
principle of respect for the autonomy of the sick 
person is to enable the patient to have access to 
information about his state of health, prognosis, etc. 
The principle of respect for the autonomy of the sick 
person is to enable the patient to have access to 
information about the state of health of the person. 
Respect for the patient's privacy means respect for 
his body and soul. 
 Non-harming principle: do not harm. The care 
provided to dying patients with various diseases is 
designed to ensure that at the end of a person's life, 
they can provide relief from illness and medical 
assistance until the available resources can fight the 
disease. In general, this principle is linked to the 
principle of doing good. Very often, these two issues 
are mutually exclusive. One such case is the use of 
persistent therapy. When the means used fail and the 
continuation of the therapy does not bring results in 
the improvement of the health condition but only 
brings suffering. In such situations, doing good is 
excluded from the principle of harmlessness. 
Together with the patient, a decision should be made 
to stop further treatment or to continue it if the 
patient wishes. 
 The principle of doing good: it is the duty to satisfy 
● JOURNAL OF PUBLIC HEALTH, NURSING AND MEDICAL RESCUE ● No. 3/2019 ● 
8 
 
the needs of both the spiritual and physical sphere of 
the sick person in the face of imminent death. It is a 
desire to satisfy the individual needs of the sick 
person, who is most important to him/her. The 
patient strives to achieve physical comfort and 
mental calmness. 
 Principle of justice: every citizen has the same right to 
publicly funded health care. 
 
One of the most important ethical principles in palliative 
medicine is respect for the autonomy of the patient. The 
actual realization of autonomy, that is, the ability to manage 
one's own life responsibly, is an ability which is acquired 
gradually and which one is not always able to fully dispose 
of. This can manifest itself especially in times of great 
stress, one such factor being, in addition to age-related 
factors, the situation of any serious illness. 
 Patients have the right to decide about themselves at 
every stage of treatment, to obtain information about their 
health condition, planned therapy or prognosis. He may 
raise objections and demands to the treatment. In justified 
cases, information about the diagnosis, prognosis or 
treatment is limited, in the interest of the patient, when it is 
dictated by the real welfare of the patient, and the 
disclosure of certain information may cause the 
deterioration of the patient's health condition [12]. 
 The European Bioethics Convention introduced the so-
called directive for the future, i.e. a pro futuro declaration 
of intent. It was created to promote respect for patient 
autonomy. The sick person writes a declaration of will in 
case of loss of consciousness, when they are fully aware of 
their decisions. The patient has the possibility to make full 
decisions about himself [13]. 
 The nature of palliative care is based on the philosophy 
of an ethical approach to dying and caring for dying 
people. The aim is to provide the highest quality of life for 
the patient. The hierarchy of the needs of dying people is 
changing, with biological needs coming first. The role of a 
nurse is to observe and recognize these needs and to meet 
them. These are situations when the patient is not able to 
perform basic activities independently, i.e. body toilet, 
change of position, feeding, moving [15]. 
 A palliative nurse should listen to the patient's needs and 
thus maintain good contact with the patient. The task of a 
medical professional is to ensure that human values are 
respected, which imposes moral responsibility on him/her 
for any actions taken towards the patient. 
The creation of new standards of care at the end of life has 
started to arouse much controversy in the bioethical sphere. 
The care of people in the face of impending death is still a 
challenge for modern biomedicine. 
One of the problems of palliative care is persistent 
therapy. This treatment refers to a situation where the 
means used no longer produce the desired results, so that 
the troublesome ailments caused by the disease are no 
longer alleviated by the means used so far, and the intended 
goal is impossible to achieve. The struggle for life at all 
costs and the prolongation of agony in order to prevent 
inevitable death is a problem for doctors and nurses. 
The patient's expectations are to help to relieve the 
annoying symptoms, and not only to prolong life in agony. 
The question arises here whether it is necessary to prolong 
life at all costs and keep it alive despite constant suffering. 
Does prolonging life in the face of inevitable death make 
sense? Who should decide whether to continue with further 
treatment? This is a very problematic issue for both the 
patients and the patients. 
It is the duty of the medical team to use methods of 
treatment that give rational chances for improvement. In 
cases where the chances of achieving satisfactory results 
are low and there is no chance of a cure, further treatment 
may be dispensed with. The main problem of 
discontinuation of persistent therapy is the assessment of 
the chances for improvement in health and the period of 
time by which it is only possible to prolong the patient's life 
(without improvement).[2,3,6,14]. 
At this point it is possible to refer to a pro futuro 
declaration of intent if the patient has written such a 
declaration. In situations when the patient is not able to 
decide about the person himself, the issues of further 
therapy can be agreed with the patient's family [13]. 
 The aim of palliative care is to provide the best possible 
quality of life by relieving pain. Early detection of the 
disease can save the patient unnecessary suffering. When 
developing a therapy plan, the medical team should strive 
for comfort by alleviating annoying symptoms while 
respecting the dignity of the patient. The choice of 
treatment options depends on the severity of the disease. 
The focus should be on assessing the likelihood of pain and 
other troublesome symptoms. 
 As long as possible, the patient's awareness should be 
maintained as long as the therapy continues to deliver the 
intended results. In cases where standard therapy is not 
possible due to the severity of the disease, it is necessary to 
introduce radical methods of palliative care. In this case, 
the patient has the right to undergo palliative sedation, i.e. 
consciousness-limiting therapy. 
The definition given by the National Hospice and Palliative 
Care Organization of the United States of America defines 
sedation as: The National Hospice and Palliative Care 
Organization defines sedation as "the controlled use of non-
opioid drugs to alleviate immense (unbearable for the 
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patient) suffering caused by physical symptoms that cannot 
be controlled by other means, by reducing the awareness of 
the patient with an incurable and advanced disease at a time 
when death is inevitable and imminent (hours, days) 
[2,3,7]. 
Another definition proposed by the Congress of the 
European Society of Clinical Oncology, palliative sedation, 
is a method of treatment based on the reduction of the 
patient's awareness with the use of sedative drugs in order 
to reduce annoying pain and symptoms accompanying the 
period of death [7,14]. 
Sedations can only be used if the following conditions are 
met: 
 relieving pain and other inconvenient, untreatable 
symptoms, 
 relieving the patient, 
 emergencies (shortness of breath, airway 
haemorrhage). 
 
There are two types of sedation in palliative care: normal 
and palliative sedation. Normal sedation is used for typical 
symptoms such as depression, insomnia, and can be used 
periodically or chronically. Palliative sedation is used in 
emergencies and severe pain as indicated in the above 
definitions. 
 The use of sedation is highly controversial in assessing 
its morality. Opinions on this issue are divided. Sceptics 
claim that palliative sedation is no different from 
euthanasia. To eliminate any doubt, the purpose of sedation 
and euthanasia must be clearly defined. Worldwide 
palliative care associations draw attention to the 
fundamental differences between the purpose of the two 
measures. 
 Sedation is intended to relieve suffering, not to shorten 
the life of the patient. Euthanasia, on the other hand, is a 
conscious death of the patient. The decision to use sedation 
is possible without the patient's participation, whereas 
euthanasia can only be performed at the patient's request 
[7]. 
 The subject of euthanasia gave rise to an ethical 
dilemma, which has not been resolved to this day. In 
Poland, this act is prohibited by the provisions of the 
Criminal Code, which is punishable by imprisonment. A 
very important statement is that giving up persistent therapy 
is not euthanasia. Euthanasia may be taken up by omission 
or intentional action. Euthanasia by action is the 
disconnection of the patient from life support equipment. 
 This is where you should go deeper into the case in order 
to distinguish between intentional act and inaction in order 
to further sustain life when further therapy is ineffective 
and there is no chance of saving a life. Such situations can 
be ethically justified. 
 The borderline between resignation from persistent 
therapy and euthanasia is thin, it can be argued that in both 
cases it is a death causing effect and therefore unacceptable 
[2,3,7]. 
 
 
II. THE ASSUMPTIONS OF THE PALLIATIVE 
CARE NURSING PROCESS 
 
 
The work of a nurse is currently being built on the basis 
of nursing processes. The nursing process is defined as a 
scientific method of nursing, the aim of which is to increase 
the effectiveness of nursing adapted to modern needs. 
 The World Health Organization defines the care process 
as a term defining the care and care activities characteristic 
for nursing, which have a significant impact on the health 
of an individual. 
 The development of nursing processes requires the use 
of scientific methods to identify needs and the best methods 
of satisfying them. The application of the method allows 
for a good planning of individual patient care. By creating 
the process of nursing the nurse has the possibility of inde-
pendent action. Each stage of the nursing process is docu-
mented, so that it is possible to assess the quality of care. 
 The first step in the whole process of care is to establish 
contact with the patient and his family (if possible) and to 
collect the necessary information to make a diagnosis and 
establish a care plan. The data collected should include 
information useful for the development of the care process, 
such as the physical, biological, mental, spiritual and socio-
economic state of the client. 
 The nurse's insight into the acquisition of information 
comes to the foreground, because a well conducted initial 
interview with the patient guarantees the creation of an 
individual nursing process. The nurse should gain the trust 
of the patient at the very beginning of their cooperation. 
The feeling of patient safety on the part of the nurse gives a 
real chance to obtain measurable results from the planned 
care process. The nurse should show openness and com-
mitment, thus strengthening ties with the patient. After col-
lecting the information, the nurse has to analyse it in order 
to evaluate the functioning of organs and systems. 
 The interpretation of the data collected in the first stage 
precedes the stage of making a nursing diagnosis. This 
term, considered necessary for the development of a care 
plan, was introduced in 1953 [15]. 
 Certain problems of chronically ill patients remain un-
changed regardless of the diseases they are confronted 
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with. We are talking about spiritual and physical problems. 
A very common problem is the lack of acceptance of the 
disease by the patient. Helping the patient and his family to 
accept the disease is a priority task in the work of a nurse. 
A partnership in relations with the patient and his family 
helps to achieve this goal. Other problems may result from 
motor disability, lack of physical activity, independence, 
efficiency of internal organs, the sphere of functioning in 
the society. 
The way pain is felt is a subjective feature of a person, 
subject to individual changes, being a resultant of two va-
riables: pain threshold and resistance to pain. Somatic pain 
reduces the ability to control one's own life, leads to anxie-
ty and lowers mood. This in turn may adversely affect rela-
tionships with others. The interaction between somatic pain 
and psychological and social factors makes it depersonali-
sing. 
 The well-known proverb 'what kind of life - what kind of 
death' conveys the message that a person's lifestyle also 
translates into a person's dying style. This statement also 
applies to the physical dimension of the human being, but 
mainly refers to the moral and social aspects. 
 A person with an advanced moral deformation manife-
sted in egoism, aggression, addictions, deprived of a unify-
ing sense of the meaning of his life will be more difficult to 
pass from life to death. Also negative social experiences in 
the form of suffering great harm or betrayal and other 
forms of exploitation may leave psychological wounds le-
ading to loneliness and a sense of danger at the last stage of 
life. 
There is a common belief that suffering improves human 
character (the proverbial "suffering ennobles"). This does 
not mean, however, that it has an unambiguous positive 
effect. The influence of suffering is ambivalent. It can con-
tribute to personal development, it can also be destructive. 
Suffering, weakening mental and spiritual functions, may 
lead to depression of the sick person, to a sense of absurdi-
ty or even injustice of fate (God), to a sense of sense-
lessness of suffering and total loneliness. The same suffer-
ing may, however, have a positive impact on the patient, if 
the conscious disease induces him to analyze and evaluate 
his previous life attitudes, which may result in a change in 
the existing hierarchy of values. Experienced suffering 
often forces to improve one's own personality by acquiring 
patience and self-control. Suffering in relation to oneself 
also teaches realism, and in relation to others understanding 
and the necessity of altruistic attitudes. Suffering and fear 
are negative psychological states experienced by the sub-
ject. These states are elements of inner experience and may, 
as such, influence the shape of the worldview that implies 
the adoption of a specific goal of life (including its supreme 
value), the direction of inner development and the way of 
behaviour towards oneself and others. 
A nurse should always provide help and support. She 
should help prepare the patient for death and accompany 
him on his journey to the end. Patients who consciously die 
often in anticipation of death in addition to their physical 
ailments are accompanied by fear and loneliness. The sick 
person seeks comfort in suffering and understanding among 
their loved ones and medical staff. 
 The primary duty of a nurse is to listen to the patient. 
When the disease progresses and medicine becomes hel-
pless, the patient faces inevitable death. This leads to diffi-
cult conversations about death and dying. The nurse should 
be able to listen to the sick person and support him as much 
as she can. A desired feature of the nurse's attitude is empa-
thy. 
 The efforts of the medical staff to improve the mental 
state of the patient are part of the key principles of pal-
liative care. When medicine becomes helpless in the face of 
illness, when the body cannot be helped, further help can 
be provided to the soul, which at that time is particularly in 
need of support. It is valuable for the patient to show inte-
rest and understanding. He or she expects the nurse to listen 
to and understand him or her. 
 The role of the nurse is to encourage the patient to talk 
about what is happening to him or her, what he or she feels, 
to discuss the end of life and dying in order to prepare him 
or her for death [1,4,6,16,17]. 
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